Abstract Torsion of greater omentum is a rare cause of acute abdominal pain. It can be primary or secondary. Secondary omental torsions are associated with a number of preexisting conditions like inguinal hernia (most common), tumours, cysts, internal or external herniation, foci of intra-abdominal inflammation and postsurgical wound or scarring. Torsion of omentum causes twisting along its long axis resulting in impaired blood supply. This condition is rare and predominant in males. Most patients are middleaged adults. It clinically mimics acute appendicitis. If evaluated properly and diagnosed in time, good results can be achieved. We are presenting herewith a case of primary greater omental torsion and review of available literature.
Introduction
Torsion of greater omentum is a rare cause of acute abdominal pain and clinically it mimics acute appendicitis [1] . A case of right lower quadrant pain that was finally diagnosed as torsion of omentum is presented. Literature about this condition is also reviewed.
Omental torsion is caused by twisting of omentum along its long axis resulting in vascular compromise. Eitel described it first as a rare surgical cause of acute abdomen in 1899 [2, 3] . In literature, around 300 cases are described so far. It is rarely diagnosed preoperatively and can lead to clinical deterioration of patient if missed [2, 4] .
Case History
A 27-year-old male patient presented with acute pain in the abdomen since 3 days. Pain was constant and localised in right iliac fossa. He had no nausea or vomiting. He was constipated since last 2 days, with history of dysuria. He had fever without chills or rigors. Two years back, he had similar episode and was diagnosed with acute appendicitis with internal herniation and was treated conservatively.
His vitals were stable. Abdominal examination revealed tenderness in right iliac fossa with guarding and no distension. Bowel sounds were present. Genitalia and hernial orifices were normal. On per rectal examination, prostate was normal, rectum was empty and no abnormality was detected in the pelvis.
Laboratory investigations showed that leucocyte count was 6,400 mm 3 , haemoglobin was 7.6 g% and other routine blood investigations were within normal limit. CT scan of the abdomen revealed mesenteric knot in the right lumbar region with an enhancing vessel within, with extensive hyperdense streaks in the mesenteric fat in the right iliac region and in the pelvis and extensive hyperdense streaks in the perivesical and perirectal fat (Figs. 1 and 2).
Management
Midline exploratory laparotomy was performed, omental torsion with gangrene was observed, omentectomy was done and the abdomen was closed (Figs. 3 and 4).
Discussion
Torsion of omentum causes twisting along its long axis resulting in impaired blood supply. This condition is rare V. Borgaonkar (*) : S. Deshpande : M. Rathod : I. Khan and predominant in males. Most patients are middle-aged adults with average age in the third-fifth decade [5, 6] .
It is classified as primary and secondary. Primary or idiopathic torsion is a rare condition, without any coexisting condition. Secondary torsion is more common and is associated with abdominal pathology like inguinal hernia (most common), tumours, cysts, internal or external herniation, foci of intra-abdominal inflammation and postsurgical wound or scarring [7, 8] .
The primary omental torsion is unipolar, whereas secondary is bipolar. One end is free and other is fixed in the primary, whereas the free end is attached either to adhesion or some pathological condition in the secondary type [6] . There are several predisposing and precipitating factors for primary omental torsion as anatomical variation of omentum including tongue-like projection from free edge of omentum, bifid omentum, accessory omentum, obesity associated with irregular distribution of fat within the omentum and narrow omental pedicle [7, 9] . Another factor is venous redundancy relative to the omental arterial blood supply, allowing venous kinking and offering a fixation point around which the omental segment can twist [9] . The precipitating factors include local trauma, occupational hazards with vibrating tools and conditions that induced omental displacement such as hyperperistalsis following a heavy meal, change in body position, increased intra-abdominal pressure resulting from heavy exercise, coughing, sneezing or excessive straining [9, 10] .
The torsion of the omentum is usually in clockwise direction where venous return is compromised and distal omentum becomes congested and oedematous. Haemorrhagic extravasation leads to an accumulation of serosanguinous fluid in the peritoneal cavity then acute haemorrhagic infarction and omental necrosis due to arterial occlusion [7] . A report states that omental torsion can reduce spontaneously [11] . The right side of the omentum is longer, heavier and more mobile than the left side; this may be the reason for right-sided predominance of omental torsion. Left-sided torsion is extremely rare [12] .
Clinically, this patient presented with constant pain in the abdomen, majority in right lower quadrant [13] ; nausea and vomiting is less often present with it. Patient can have lowgrade fever and leucocytosis [2, 4] . These nonspecific findings make omental torsion a diagnostic challenge. A single episode of pain is the common presentation, but recurrent pain may suggest intermittent torsions [2] . Clinical examination shows abdominal mass and localised peritonitis [9, 14] . Differential diagnoses are acute appendicitis, cholecystitis [15] or twisted ovarian cyst [2] . The disease process extends for longer duration and the patient is less symptomatically unwell in omental torsion than in acute appendicitis [16] . Left-sided omental torsion has differential diagnosis as sigmoid diverticulitis and appendagitis [17] . Ultrasonography shows focal area of increased echogenicity [17] . CT of the abdomen and pelvis shows whirling mass of fatty and fibrous tissue around a vascular pedicle, spiral fat pattern, a fatty mass with a whirling pattern, a circumscribed fatty mass with hyperattenuated streaks and a concentric distribution of fibrous folds [17] .
Management is exploratory laparotomy with surgical resection of affected segment. Recovery is rapid and patient has little or no morbidity.
Some literatures mention conservative management after workup by imaging evaluation to rule out other pathologies. These patients may require long-time analgesia as some necrotic tissue is left in the abdominal cavity and may suffer from other complications such as abscess formation [18] .
Laparoscopy can be considered as an option for all the benefits of minimal access surgery [19, 20] . In this case, since the diagnosis of omental torsion was not done preoperatively, laparoscopic option was not considered.
Conclusion
Torsion of the omentum is a rare pathology presenting as acute abdomen and mimics acute appendicitis in majority of cases. In some patients, constant abdominal pain and distension are predominant symptoms. Preoperatively, it is difficult to diagnose clinically and must depend on imaging studies when they are available. Surgical resection is the treatment of choice in omental torsion. With a good evaluation, correct treatment can be applied with good results.
